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Program At A Glance
KEY FEATURES Teams of geriatricians, nurse practitioners, and social workers make 
house calls to patients too sick or weak to visit primary care physician. Patients’ caregivers 
receive support and skills training.
TARGET POPULATION Elderly patients whose frailty or disability puts them at risk of 
needing hospital, emergency department, or nursing home care.
WHY IT’S IMPORTANT Care provided to this population can be costly and unresponsive 
to patient preferences.
BENEFITS Increased continuity of care, adherence to care plan, and respect for patients’ 
care preferences at end of life. Early results suggest model can reduce Medicare spending 
for highest-risk patients by 20 percent or more.
CHALLENGES Convincing payers to support model nationwide. 
INTRODUCTION
Sylvia Trujillo was so desperate to have her 68-year-old mother Carolyn enrolled 
in MedStar Washington Hospital Center’s Medical House Call Program that she 
moved from one part of the District of Columbia to another—just to be in the 
program’s catchment area. In the years leading up to the move, her mother was 
in and out of the hospital every month or so as Trujillo struggled to find a physi-
cian who could manage her multiple chronic conditions. These included diabetes, 
depression, and early dementia, as well as a rare genetic disorder that led to a host 
of health problems, including multiple falls. “She easily saw 20 to 30 different phy-
sicians, because no one could figure out what was going on,” Trujillo says.
Patients like Trujillo’s mother were the inspiration for MedStar’s Medical 
House Call program, launched in 1999 by two geriatricians troubled by the qual-
ity of care received by patients who were too sick, frail, or disabled to visit doctors’ 
offices (Exhibit 1). Too often, the burden of caring for such patients fell on over-
whelmed family members or friends struggling to keep up with their needs. Even 
worse off were patients with no family nearby. “No one knew they were getting 
sick, and no one was there to prevent the cascade of crises that land patients in the 
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emergency department or hospital,” says George Taler, M.D., MedStar’s director of long-term care 
and one of the program’s founders. 
MedStar’s program offers round-the-clock access to a care team comprising a geriatrician, 
nurse practitioner, and social worker. The house calls reveal and address problems that are missed 
when care is poorly coordinated, enabling team members to identify social supports for patients that 
can improve quality of life, reduce the burden on caregivers, and head off problems that can lead to 
high-cost institutional care. 
Based on the cost savings it achieved, the program became one of the models for the federal 
Center for Medicare and Medicaid Innovation’s Independence at Home Demonstration, which is 
testing whether providing primary care at home to frail elderly patients with multiple chronic condi-
tions or advanced illnesses improves outcomes and lowers health care spending. MedStar participates 
in the demonstration as part of a consortium that includes Virginia Commonwealth University and 
University of Pennsylvania Health System, both of which are implementing an approach similar to 
MedStar’s. The consortium is one of nine participating groups to earn a share of the savings they pro-
duced for Medicare.
MEDICAL HOUSE CALL'S TARGET POPULATION
On a daily basis, the Medical House Call Program serves an average of 600 frail elderly patients, most 
of whom live within the District of Columbia. The majority rely on MedStar Washington Hospital 
Center for hospital care. One-third participate in the Independence at Home Demonstration. The 
remainder are covered by Medicare, Medicaid, and commercial insurers. The program’s eligibility cri-
teria are designed to identify patients at the greatest risk of incurring high costs, and thus go beyond 
criteria used by other payers for home-based primary care.
MedStar serves a predominantly poor population. On average, patients in the program have 
between two and three chronic conditions. More than half (58%) suffer from Alzheimer’s or chronic 
mental illness. Other common conditions include severe arthritis (40%), congestive heart failure 
(38%), diabetes (36%), and chronic obstructive pulmonary disease (22%). Approximately 90 percent 
are African American, and three-quarters are women.1
Criteria for Enrollment/Participation in MedStar’s Medical House Call Program
House Call 
Patients Enrolled 
in IAH Demo
• Two or more chronic conditions
• Covered by original (fee-for-service) Medicare Parts A and B
• Need assistance with 2 or more functional dependencies 
• Have had a non-elective hospital admission w/in the last 12 months
• Have received acute or subacute rehabilitation services in the last 12 months
• Need assistance with two or more activities of daily living
House Call 
Patients Not 
Enrolled in IAH 
Demo
• Ages 65 and older
• In catchment area (7 zip codes)
• Have a functional limitation that makes it hard for them to get to the doctor’s office 
• Have public or private insurance that will pay for house calls
• Agree to give up one’s own primary care provider to enter the program
Note: IAH=Independence at Home.
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KEY PROGRAM FEATURES 
Team-Based Primary Care 
MedStar’s team-based approach to primary care begins with an at-home assessment provided by a ger-
iatrician. Lasting from one to two hours, the assessment is used to identify the constellation of clini-
cal, psychological, and social problems the patient is facing, as well as medication discrepancies and 
safety hazards. In homes where a caregiver is present, typically half the visit is spent with the patient 
discussing physical symptoms such as pain or difficulty breathing. The other half is spent listening to 
the caregiver’s concerns, like how to safely move a patient or how to deal with a dementia patient who 
wanders at night.
Based on the outcomes, an interdisciplinary team that includes the geriatrician, a nurse 
practitioner, social worker, and a licensed practical nurse establishes and shares responsibility for 
implementing a plan of care. The team meets for two hours weekly to discuss patients with unstable 
conditions and gather input from consulting pharmacists, physical therapists, psychiatrists, and other 
specialists. Representatives of home health agencies are also engaged, as needed. 
The staffer overseeing the most pressing care needs typically takes the lead in orchestrat-
ing the care plan—the geriatrician, if medical issues are most urgent; a nurse practitioner, if medical 
needs are less urgent; or a social worker, if psychological or social supports are the priority. “We don’t 
have care managers or case managers,” says K. Eric De Jonge, M.D., associate professor of clinical 
medicine, geriatrics, and long-term care at Georgetown University School of Medicine, and the pro-
gram’s other cofounder. “Whichever problems are the most complex or acute, that discipline tends to 
be in charge.”
Team members rely on a mobile electronic health record to coordinate care. They also have 
access to CRISP, a regional health insurance exchange that allows them to track the 10 to 20 percent 
of patients who were admitted to hospitals other than Medstar Washington Hospital Center. The sys-
tem also flags emergency department use.
Responsiveness to Patient Needs
Geriatricians provide 24/7 on-call coverage as well as guidance to nurse practitioners, who visit 
patients anywhere from several times a week to once every eight weeks. As required by the demonstra-
tion, the nurse practitioners make home visits within 48 hours of a hospital discharge and within 24 
hours should a patient need urgent care (these visits often occur within two to four hours during the 
work week). In-home diagnostic tests and treatments, medications, and equipment are delivered to 
the patient. 
Team members have become adept at recognizing problems that would be of concern to their 
colleagues, Taler, MedStar’s long-term care director, says. “The medical staff can identify social problems 
and the social worker can identify medical issues. That’s a core element of how we prevent crises.”
On occasion, team members make joint visits to resolve conflicts in the care plan, ethical ques-
tions, or safety concerns, including worries about elder abuse, mental capacity, or the safety of providers 
in the home. “We’ve had family meetings with seven disciplines in the room,” De Jonge says.
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Focus on Emotional Needs of Patients and Families
Social workers are actively involved with about a third of MedStar’s cases, providing education, 
emotional support, and counseling to patients and their caregivers. This may include peer support 
and referral to resources such as adult protective services, bill-paying assistance, and legal services. 
Arranging for home health aides and respite care has also been essential to preventing caregiver burn-
out, which is one of the reasons De Jonge views social services and psychological support as equal in 
importance to medical management. 
Providing skills-training and support to caregivers, who may panic when their family mem-
ber has difficulty breathing or is in pain, also lessens reliance on hospitals and emergency depart-
ments. “The patients who have great, devoted, open, responsive caregivers are the ones who almost 
never show up at the hospital, because they are willing to work with us, do things at home, wait for 
us to arrive, and then implement the plan of care,” he says. 
MedStar also created peer-support groups and a prayer line for families.
Continuity of Care
Geriatricians oversee the care of patients when they are hospitalized. This enables them to stay 
apprised of patients’ evolving needs and ensure that hospital staff adhere to patients’ preferences. For 
hospitalizations resulting from a fall and fracture, care is provided by MedStar’s OrthoGeriatrics hos-
pital team, which includes geriatric, orthopedic, rehabilitation, and nursing care professionals. Under 
that service line, the house call program’s geriatricians help to manage chronic conditions so they do 
not worsen while other doctors are focusing on the patient’s orthopedic needs. 
MedStar’s teams of geriatricians, nurse practitioners, and social workers make house calls to Medicare patients too 
sick or weak to visit primary care physicians. Photo courtesy of MedStar.
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Emphasis on End-of-Life Care 
The trusting relationships that develop between team members and patients and their families facili-
tate frank discussions about the care patients wish to receive at the end of life. “Every family and 
patient is different in terms of what their spiritual beliefs are and how much invasive care they want,” 
De Jonge says. “You have to get to know them and have them trust you. So [when Dr. Taler] comes 
in and says…‘We’re not helping your mom any-
more—we’re hurting her,’ they trust him.” The 
conversation can then turn to maximizing the 
patient’s comfort and meeting her and the fam-
ily’s expectations for a ‘good death.’
In MedStar’s house call program, 60 
percent of patients die at home, while 25 per-
cent die in the hospital and 15 percent in inpa-
tient hospice programs. This is in contrast to 
national studies finding that about 70 percent 
of African Americans die in hospitals while only 
6 percent die at home. “Our patients die where 
they want, with dignity and comfort. They also 
happen to not be in super-high-cost institu-
tions,” Taler says. 
FINANCING
The program, which was initially launched with grant funding and support from the hospital, bills 
Medicare and Medicaid on a per-service basis. This amounts to roughly $100 per visit. Under the 
Medicare demonstration, the program continues to receive fee-for-service payments but shares in any 
savings that result from lower utilization of health care services, provided the care meets Medicare 
quality standards. MedStar is now in discussions with a Medicare Advantage plan to provide at-home 
primary care to the plan’s highest-risk patients on a capitated (lump-sum-payment) basis, amounting 
to roughly $300 or $400 a month. There is also the possibility of shared savings for meeting quality 
benchmarks.
RESULTS
In the first year of the Independence at Home demonstration, the consortium reduced Medicare 
spending by 20 percent relative to expected spending for that population ($4,060 vs. $5,076). This 
yielded just over $1.8 million in shared savings, to be split among the three partners.2 (Some of the 
savings allowed the consortium to recoup the $300,000 it had invested over two years to pay for a 
data analyst and hire additional staff to provide care on Saturdays.)
The magnitude of these savings is similar to those reported in a published study that 
compared Medicare patients in MedStar’s program with a case-controlled group of fee-for-service 
Medicare beneficiaries between 2004 and 2008.3  Costs of care and the use of hospitals, emergency 
departments, and skilled nursing facilities declined, while spending on hospice and home health ser-
vices increased. After controlling for potentially confounding factors, total savings were 17 percent for 
all patients in the program, and 26 percent for those in the highest risk category based on measures of 
frailty, while mortality rates were similar for both groups.
The long-term trust you build by visiting 
people at home and understanding 
their values and their religion and 
wishes allow us to advocate for them 
when they’ve reached the end of life. 
We can then pick a path with them that 
is consistent with those values, whether 
it is one last try in the ICU or whether it 
is just letting them stay at home.
K. Eric De Jonge, M.D. 
MedStar Medical House Call cofounder
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Source: K. Eric De Jonge, N. Jamshed, D. Gilden et al., “Effects of Home-Based Primary Care on Medicare Costs in High-Risk Elders,” 
Journal of the American Geriatrics Society, Oct. 2014, 62(10):1825-31.
Fewer Hospitalizations, Lower Costs
A two-year study of MedStar’s Medical House Call program found 
that compared with a control group, participating patients had:
Spending on hospitalizations was signficantly less, 
while spending on hospice increased.
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INSIGHTS AND LESSONS LEARNED
Home-based primary care shows potential but is currently limited in scale. While nine of the 14 
Independence at Home Demonstration participants have had success—with one achieving total sav-
ings of 32 percent in the first year—the program has been limited in its effect, because Medicare has 
capped participation in the program at 10,000 beneficiaries. Legislation converting the demonstra-
tion into a permanent Medicare benefit was pending in the U.S. Senate as of July 2016.4
Workforce shortages may limit the model’s spread. Finding geriatricians and other physicians accus-
tomed to providing care at home is a limiting factor at the local level, one that is hard to overcome. 
The American Geriatrics Society projects that as the U.S. population ages, the country will need 
30,000 geriatricians by 2030; by comparison, there were fewer than 6,800 in 2010.5 One of the rea-
sons for the shortage is that geriatricians tend to be at the bottom of the pay scale, Taler says. 
The kind of shared savings generated by the demonstration could help address this short-
age—if the model were expanded nationally. MedStar is using part of its share to boost salaries by 10 
to 15 percent. If others could do the same, “that could change the entire ball game,” Taler says. He 
notes that primary care physicians, with some additional training and on-the job experience, could 
help fill the gap. Anticipating this need, the Schaumburg, Ill.–based Home Centered Care Institute 
has developed a house call training program for physicians.
Narrowing the program’s focus to the highest-risk patients uncovers the greatest opportunities 
for care improvement and cost savings. MedStar’s experience demonstrates the benefit of devoting 
resources to the sickest patients. “It runs counter to the common wisdom, which is that once people get 
too sick there’s not too much you can do to help them. What we found is just the opposite: the sicker 
and frailer the patient, the more you can impact their needs if you have the right system,” Taler says.
This was born out in the case of Sylvia Trujillo’s mother. Home visits from the team of pro-
viders who coordinated her care changed the lives of both mother and daughter. With the MedStar 
team gradually reducing her medications and addressing small problems before they became big ones, 
Trujillo’s mother steadily improved. In fact, in the last year, she was hospitalized only once. “One day, 
I’m going to add up all the money this program saved Medicare,” Trujillo says.
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Notes
1 K. Eric De Jonge, N. Jamshed, D. Gilden et al., “Effects of Home-Based Primary Care on 
Medicare Costs in High-Risk Elders,” Journal of the American Geriatrics Society, Oct. 2014 
62(10):1825–31.
2 Under program rules, Medicare keeps the first 5 percent of savings. Based on its performance, 
the consortium received 80 percent of the remainder. In total, the demonstration produced sav-
ings of $25 million in the first year, $11.7 million of which was distributed to providers. See: 
https://www.cms.gov/Newsroom/MediaReleaseDatabase/Press-releases/2015-Press-releases-
items/2015-06-18.html.
3 K. Eric De Jonge, N. Jamshed, D. Gilden et al., “Effects of Home-Based Primary Care on 
Medicare Costs in High-Risk Elders,” Journal of the American Geriatrics Society, Oct. 2014 
62(10):1825–31.
4 See: http://www.markey.senate.gov/imo/media/doc/2016-07-06-Markey-IAH-BillText.pdf.
5 See: http://www.americangeriatrics.org/files/documents/gwps/Table%201_4.pdf.
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The aim of Commonwealth Fund–sponsored case studies of this type is to identify institutions 
that have achieved results indicating high performance in a particular area of interest, have 
undertaken innovations designed to reach higher performance, or exemplify attributes that can 
foster high performance. The studies are intended to enable other institutions to draw lessons 
from the studied institutions’ experience that will be helpful in their own efforts to become 
high performers. It is important to note, however, that even the best-performing organizations 
may fall short in some areas; doing well in one dimension of performance does not necessarily 
mean that the same level of performance will be achieved in other dimensions. Similarly, 
performance may vary from one year to the next. Thus, it is critical to adopt systematic 
approaches for improving  performance and preventing harm to patients and staff.
